Three patients (age 18-39 
opathy, and showed unequivocally that the septum was of normal thickness. Previous echocardiographic measurements of septal thickness had included a large ectopic muscular false tendon, 5 mm thick at its origin, that extended from the proximal anterior septum and inserted into two anomalously placed papillary muscles accounting for the apparent asymmetric septal hypertrophy that led to the diagnosis of apical hypertrophic cardiomyopathy. Pulsed, continuous wave, and colour flow Doppler showed that this discrete abnormal muscle bundle crossing the left ventricle did not result in any intracavity obstruction at rest, during, or after isometric exercise. The position of this large abnormal muscle bundle, anomalously located papillary muscles, and the location of the persistent T wave abnormalities in the anterior precordial electrocardiographic leads were concordant.
CASE 3
A 27 year old woman presented at the age of 15 years with palpitation and was found to have an abnormal electrocardiogram that was ascribed to a conduction abnormality. Five years later at a routine employment medical examination, a repeat electrocardiogram showed left ventricular hypertrophy, and an initial echocardiogram was reported to show hypertrophic cardiomyopathy. Aged 23 years she was investigated for paroxysmal dyspnoea and perioral parasthesia that were unrelated to exertion. Physical examination was normal, her blood pressure was 100/70 mm Hg, the electrocardiogram was unchanged with 5-7 mm T wave inversion in the inferior leads (II,III, and aVF) and 3 mm T wave inversion in the lateral chest leads (V4-V6). An echocardiogram was normal, and in particular showed no features to support the diagnosis of hypertrophic cardiomyopathy. Four years later she had a routine medical check up to obtain life insurance, which was refused on account of her previous diagnosis, even though she was symptom free and swimming an average of 10 miles each week. 
